factor.
We describe two cases of pancreatic ascites in which internal pancreatic fistulae were demonstrated preoperatively using endoscopic retrograde pancreatography (ERCP) (Bohlman et al., 1976) .
Case 1
A 31-year-old African male was admitted to a peripheral hospital in July 1975. He complained of progressive, painless abdominal distension, immediate post-prandial vomiting, and a 14 kg weight loss. Three months previously he had received treatment for pulmonary tuberculosis. He had been drinking for the past 10 years.
The patient was cachetic with marked tense ascites. As there was no jaundice or hepatosplenomegaly, tuberculous peritonitis was suspected. Various investigations were carried out and the results obtained are set out in the Table. Despite repeated paracentesis the ascites accumulated rapidly. The patient was then submitted to surgery on 2 October 1975 and 5000 ml of fluid were aspirated from the peritoneal cavity. There were numerous nodules on the peritoneum and omentum and a solid nodular mass was situated on the body of the pancreas. A biopsy of the omentum showed 'Address for correspondence: M. Sottomayor, Baragwanath Hospital, P.O. Bertsham, Johannesburg, South Africa. Received for publication 16 September 1977 extensive fat necrosiswithout evidence of malignancy. No further surgery was undertaken.
The patient was then transferred to Baragwanath Hospital, Johannesburg, where he remained cachetic and the ascites reappeared. A diagnosis of pancreatic ascites was made, based mainly on the high protein and amylase content of the ascitic fluid (Table) .
ERCP was then carried out by one of us (M.S.) and this revealed the presence of an advanced degree of chronic pancreatitis. There was a leak of contrast from the tail of the pancreas into the ascitic fluid ( Figure) .
A diagnosis of ascites secondary to an internal pancreatic fistula was made, and conservative management, with nasogastric aspiration and alcohol-free parenteral hyperalimentation, was therefore instituted.
When the patient was examined six weeks later the ascites had almost completely disappeared and his general condition had improved markedly. Follow-up showed no recurrence of the ascites and a dramatic improvement of the general condition.
Case 2
A 42-year-old African female presented with a history of painless swelling of the abdomen for four months, a history of heavy ethanol consumption, and marked weight loss. On examination there was a tense ascites. Following paracentesis the fluid accumulated rapidly and, again, the high protein and amylase content of the fluid suggested pancreatic ascites (Table) .
ERCP was carried out (M.S.) and this showed the features of chronic pancreatitis, with a leak of contrast into the lesser sac from a ruptured pseudocyst. 244 (Donowitz et al., 1974) , and the basic abnormality appears to be a disruption of the pancreatic duct, with or without the formation of a pseudocyst (Cameron et al., 1967) .
While these patients are poor surgical risks, there may be some indication for early operation in the trauma cases, but not in the alcoholic type (Donowitz et al., 1974) . In the latter group conservative management is advised for four to six weeks, and if this fails surgery may be considered (Smith et al., 1973) .
As far as the present authors are aware, only one case of pancreatic ascites, confirmed by ERCP has been described (Bohlman et al., 1976) . ERCP, apart from establishing the diagnosis, can be useful in planning the best method of treatment. 
